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Y 000 Initiat Comments Y 000

e i3y
Surveyor: 27469 W AfCSE
This Statement of Deficiencies was generated as /

a result of the annual state licensure survey and

complaint investigation conducted at your facility
on January 29 and 30, 2009.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility for Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 2006.

The facility is licensed for 105 total beds,
classified as Category 2 beds.

The facility has the following endorsement:
Residential facility for elderly or disabled persons
Residential facility which provides care to persons
with Alzheimer's disease

The census at the time of the survey was 82.
Twenty sample resident files were reviewed and
10 employee files were reviewed.

The following complaints were reviewed:
NV00019748 - Substantiated - Tag #883 and
#878

NV00020050 - Substantiated without deficiencies
NV00020188 - Unsubtantiated

NV00020342 - Substantiated without deficiencies
NV00020699 - Unsubstantiated

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws,

The following regulatory deficiencies were

'

f deficiencies are cited, an approved plan of correction must be returned within 10 days after yecelpt of hy ; atement of deficiencies.
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Y 000| Continued From page 1 Y 000
identified at the time of the survey.
gSQ%T 449&113%6(1)((:) Qualifications of Caregiver- Read Y 067 Loyalton of Las Vegas
regulation Plan of Correction
NAC 449,196
1. A caregiver of a residential o
facility must: Y 067-449.196(1Y® Qualifications of
(¢) Understand the provisions of NAC
449.166 to 449.2766, inclusive, and A. Staff members 1, 2,3,4,5,6,7,8,9 and
sign a statement that he has read 10 have been given a copy and instructed
those provisions toread NAC 449.156 - 449.2766.
P : Statement’s have been signed and added
to each of the above employee personnel
files.
B. Personnel files have been reviewed and
employees have received and signed a
. ] . . copy of the NAC 449,156 - 449.2766
This Regulation is not met as evidenced by: provisions. The statements will be filed in
Surveyor: 27469 their personnel files.
Based on record review on 1/29 and 1/30/09, the ) . .
ility failed hat 10 of 10 . C. The Business Office Director was in-
facility failed to ensure that 10 of 10 caregivers serviced 2-16-09 on new employee
read the provisions of NAC 449.156 to 449.2766 paperwork. A new employee hire check
and signed a statement that he has read those list fhals been put inuto place. \g’hen all
; information is collected the Business
reQUIatlonds éfg‘ ployee #1, #2, #3, #4, #5, #6, #7, Office Director will then let the Directing
#8, #9 an )- Manager know that the employee may
begin work.
Severity: 1 Scope: 3
D. Employee files will be monitored by
) . . random audits preformed by the Business
Y 070 449.196(1)(f) Qualifications of Caregiver-8 hours | Y 070 Office Director, Executive Director or
85=F | training designee.
E. Signed statements pertaining to the
NAC 449.196 o NAC 449.156-449.2766 provisions will
1. A caregiver of a residential be in employee personnel files by March
facility must; 1, 2009.
(f) Receive annually not less than 8
hours of training related to providing
for the needs of the residents of a
residential facility.
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Y 070! Continued From page 2 Y 070
Y 070 - 449.196(1 ualifications of
Caregiver 8 hours training,
This Regulation is not met as evidenced by:
Suweyor- 27469 A. Staff members 1,2,3,4,5,6,7,8,9
) : and 10 will have their necessary 8 hours
Based on record review on 1/29 and 1/30/09, the of training completed by March 1, 2009.
facility failed to ensure that 10 of 10 caregivers
received eight hours of annual training (Employee B. Personnel files have been reviewed for
#1, #2,#3, #4, #5, #6, #7, #8, #9 and #10) necessary training documentation. Two 8
T T T T T T . hour classes will be given on February
. 19" and 20" for training hours.
Severity. 2 Scope:; 3
C. An annuat in-service schedule has
. i been implemented. Employee training
Y 102 449.200(1)(c} Personnel File - Training Records Y 102 will bcpdocumentcd and placed in the
$s=D employee file and in-service binder,
D. Employee files and training hours will
NAC 449.200 . . , . be monitored by random audits conducted
1. Except as otherwise provided in subsection 2, by the Business Office Director, Resident
a separate personnel file must be kept for each Service Director, Executive Director or
member of the staff of a facility and must include: designee.
{c) Records relating to the training received by
the employee. E. The date of correction is March 1,
2009.
Y102 - 449.200{1)© Personnel File-
Training Record
This Regulation is not met as evidenced by: A. Employees 2 and 10 will have the
Surveyor: 27469 necessary 8 hour training.
fBa‘?’l.ed ?nl rgﬁord rewe“é ?\n 1/29 fand ”30,09," ,the B. Personnel files have been reviewed for
acility failed to ensure 8 hours of annual training necessary training documentation. Two 8
for 2 of 10 employees (Employee #1 and #8). hour classes will be given on February
19th and 20" for training hours.
verity: cope:
Se -2 S ope: 1 C. An annual in-service schedule has
been implemented. Employee training
Y 103| 449.200(1){(d) Personnel File - NAC 441A Y 103 will be documented and placed in the
SS=F employee file and in-service binder.
D. Employee files and training hours will
NAC 449.200 be monitored by random audits conducted
1. Except as otherwise provided in subsection 2, by the Business Office Director,
a separate personnel file must be kept for each Exccutive Director or designee.
member of the staff of a facility and must include: E. The date of correction is March 1,
(d) The health certificates required pursuant to 2009.
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Y 103 | Continued From page 3 Y 103 Y103 - 449.200(1)(d) Persounel File -
NAC 441A
chapter 441A of NAC for the employee. A. Employees § and [0 have been given 2
step TB tests, Results have been placed in
their employee files.
B. Employee files have been reviewed; TB
. . . . ) tests, X-Rays or TB questionnaires have
This Regulation is not met as evidenced by; been completed and are in employee
Surveyor: 27469 personnel files.
Based on record review on 1/29 and 1/30/09, the C. The Business Office D )
HR H 4 . € Business 1C¢ Dhrector was in-
facility failed to ensure that 2 of 10 caregivers serviced 2-16-09 and the new employes
complied V’_"th N/:\C 441A.375 regarding paperwork. A new employee hire check list
tuberculosis testing (Employee #5 and has been put in to place that includes TB
p
#7). testing and related information. When all
information is collected the Business Office
" . Director will then let the Directing Manager
Severity: 2 Scope: 3 know that the employee may begin work.
. D. Employee TB tests will be monitored by
Y 104 449.200(1)(e) Personnel File - References Y 104 random audits performed by the Business
$s=C Director, Executive Director or designee,
NAC 449.200 E. The date of correction is March 1, 2009,
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for_ each Y104 - 449.200(1)(e) Personnel File -
member of the staff of a facility and must include: References
(e) Evidence that the references supplied by the A Emal . hecks have b
H . HH - mployee reference checks have been
employee were checked by the residential facility. completed and filed for Employees 2, 3, 6, 7
and 9.
B. Employee files have been reviewed; TB
tests, X-Rays or TB questionnaires have
. ) . . been completed and are in employee
This Regulation is not met as evidenced by: e personne files
Surveyor: 27469
Based on record review on 1/29 and 1/30/09, the C. The ?tzlsinesongﬂ‘iic; Director w;:s in-
or H ; : serviced 2-16-09 and the new employee
facility failed to |nvesit|gate ;;w ;gfi%en:?s fc:jr igof paperwork. A new employee hire dhack 1o
10 employees (Emp Oyee ¥, #3, #0, an )- has been put in to place that includes
Severity: 1 Scope: 3
Y 105 449.200(1)(f) Personnel File - Background Check | Y 105
§5=D

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 105} Continued From page 4 Y 105
reference checks. When all information is
NAC 449.200 collected the Business Office Director will
1. Except as otherwise provided in subsection 2, then let the Directing Manager know that the
a separate personnel file must be kept for each employee may begin work.
memper of the staff of a facnll_ty and must include: D. Employee reference checks will be
{f) Evidence of compliance with NRS 449.176 to monitored by random audits performed by
449.185, inclusive. the Business Director, Executive Director or
designee,
. . . . E. The date of correction is March 1, 2009,
This Regulation is not met as evidenced by:
Surveyor: 27469 _
Based on record review on 1/29 and 1/30/09, the i Mﬁw)ém_llw_dc_?le_-
facility failed to ensure 2 of 10 caregivers met ; Backround Check
background check requirements (Employee #9
and #10). A. Employees 9 and 10 have had another set
of fingerprints completed.
Sevemy: 2 SCOpGI 1 B. Employee files have been reviewed;
finger prints and background checks have
Y 106 449.200(2)(a) Personnel File - 1st aid & CPR Y 106 been completed and are in employec
S$58=D personnel files.
C. The Business Office Director was in-
NAC 449.200 serviced 2-16-09 and the new employee
2. The personnel file for a caregiver of a Phaal’:;‘::;k- :\i :SWP':;"PI?}{?_“'E ;hc‘;k 'l:l
A - HA H H Y pu 0 CE that inc €5 Linger
!'e3|dentf_al facullty must include, in addltlo.n to the prints and background checks, When al
information required pursuant to 5Ub§eCt|Pn 1, information is collected the Business Office
(a) A certificate stating that the caregiver is Director will then let the Directing Manager
currently certified to perform first aid and know that the employee may begin work.
cardiopulmonary resuscitation. D. Employee finger prints and background
checks will be monitored by random audits
performed by the Business Director,
Executive Director or designee.
E. The date of correction is March 1, 2009.
This Regulation is not met as evidenced by:
Surveyor: 27469
Based on record review on 1/29 and 1/30/09, the
facility failed to ensure that 2 of 10 caregivers
were trained in first aid and cardiopulmonary
resuscitation (Employee #2 and #4).
Severity. 2 Scope: 1
If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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o ) Y106 - 449.200 Personnel File - 1* aid
Y 173 449.209(3) Health and Sanitation-Inside garbage | Y 173 and CPR
S5=0 A. Employees 2 and 4 will obtain 1% aid and
CPR training by March 15, 2009,
NAC 449-209 . B. Employee files have been reviewed,
3: Containers used to store garbage in the CPR training checks have been completed
kitchen and laundry room of the facility must be and are in employee personnel files.
covered with a lid unless the containers are kept C. The Business Office Director was in
[} - . r W =
in an encl_osed cupboard that is clean and sem:ed ‘5?'{2’.339 m&cfhe 'Jff.,imployee
prever_':ts infestation by rodents or insects. paperwork. A new employee hire check list
Containers used to store garbage in bedrooms has been put in to place that inciudes CPR
and bathrooms are not required to be covered raining.

unless they are used for food, bodily waste or

- . ining checks will be
medical waste. D. Employee CPR training checks wi

monitored by random audits performed by
the Business Director, Executive Director or
designee

E. The date of correction is March {, 2009.

This Regulation is not met as evidenced by:
Surveyor: 27469

Based on observation, the facility failed to ensure Y173 - 449.209(3) Health and Sanitation -
N . . Inside garbage
covered containers in the kitchen and staff
laundry room. A. A Community walk through was
. completed by the Executive Director and
Severity. 2 Scope: 1 Asset Manager. Any trash cans that did not
have lids were disposed of and replaced.
Y 177 449.209(4)(d) Health and Sanitation-Dirt, Y177 B. A walk threw of the community will be
58=D | Garbage, Refuse completed by the Executive Director, Asset

Manager, Dinning Service Director or
designee 1o ensure Community is clean and
trash cans are covered randomiy on an

NAC 449.209 ongoing basis.
4. To the extent practicable, the premises of the

facility must be kept free from: C. Tr.ash receptors will not be purchased
{d) Accumulations of dirt, garbage and other e el b dho ot o0

misplaced, the trash will be disposed of. In-
service will be held on 2-19-09 to educated
community staff.

refuse.

D. The date of correction is March 1, 2009,

This Regulation is not met as evidenced by:
Surveyor: 27469

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 177 | Continued From page 6 Y 177
. - , Y177 449.209 (4){d) Health and sanitation
Base_d on observation, the facility failed to ensure - dirt, garbage, refuse and Y250 -
the dining room was kept clean from dirt and 449.217(1) Kitchen equipment works;
refuse. clean and sanity.
iy . A. The kitchen has been thoroughly
Severity: 2 Scope: 1 cleaned. The dinning room will be
vacuumed after each meal.
Y 250] 449.217(1) Ki ~-Equi -
SS=D | and San(it ) Kitchens-Equipment works; Clean Y 250 B. Cleaning schedules implemented
ary Kitchen staff in-serviced on 2-19-09
C. The cleaning schedule / routine will be b@
NAC 449217 monitored by the Dinning Service Director,
. . . . . Cooks, Executive Director or designee by
1. The equipment in a kitchen of a residential random audits on an ongoing basis
facility and the size of the kitchen must be
adequate for the number of residents in the D. The date of correction i March £, 2009.
facility. The kitchen and the equipment must be
clean and must allow for the sanitary preparation Y251 - 449.217(2) Storage of food-
of food. The equipment must be in good working perishable foods refrigerated.
condition.
A. The refrigerator was fixed on February ‘D@
18, 2009.
B. Refrigerators and freezers have been
closely observed to ensure that they are
This Regulation is not m i . working properly. Temperature sheets have
Su rveyogr' 27469 et as evidenced by: been put in to place. Kitchen staff in- S
B d i \ " . serviced 2-19-09 on instructions for the )
ased on observation, the facility failed to ensure temperatures and what to do when they are
the kitchen floors, walls and stove were kept not at the proper temperature.
clean.
C. Temperatures logs will be monitored
. ) through random audits on an ongoing basis
Severity: 2 Scope: 1 by the Dinning Service Director, Cooks, -DS
Asset Manager, Executive Director or
. designee.
Y 251 449_.21 7(2) Storage of Food-Perishable foods Y 251 &
$8=D| refrigerated D. The date of correction is March 1, 2009,
Y280- 449.2175(10)(a)-(d) Dieta
NAC 449217 onsultant @ Services
2. Perishable foods must be refrigerated at a A. Dietary Consuitant Services have been
temperature of 40 degrees Fahrenheit or less. obtained.
Frozen foods must be kept at a tem
perature of 0 . _—
degrees or less. B. Dietary Consultant Services w“tl]l.?:l‘t t:t:ln;

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies
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S8=C| Services

NAC 449.2175

10. The person providing services pursuant to
subsection 9 shall provide those services not less
than once each calendar quarter. The
administrator of the facility shail keep a written
record of the consultations on file at the facility.
The consultations must include:

(a) The development and review of weekly
menus.

(b} Training for the employees who work in the
kitchen.

(c) Advice regarding compliance with the
nutritional program of the facility.

(d} Any observations of the person providing the
services regarding the preparation and service of
meals in the facility to ensure that the facility is in
compliance with the nutritional program of the
facility.
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Y 251 Continued From page 7 ; i |
Pag Y 251 C. An in-service notebook will be available |
for dietary staff This will provide topics
covered and staff that were present. ! Eé )
D. Dietician visits will be monitored by the
Dinning Service Director, Executive
This Regutation is not met as evidenced by: Director or designee on an ongoing basis.
Surveyor: 27469 I
. e . E. The date of correction is March 1, 2009,
Based on observation, the facility failed to ensure
frozen foods were kept at a temperature of 0
degrees or less. Y859.274(5) Periodic Physical
examination of a resident.
Severity: 2 Scope: 1 A. Resident’s 4,9,15 and 19 have current
physicals in place.
Y 280. 449.2175(10)(a)-(d) Dietary Consultant & Y 280

B. An review of resident records was
preformed and resident’s physicals will be in
place.

C. An in-service will be held for licensed
nurses on 2-23-09 obtaining physicals
before admit.

D. The resident physicals will be monitored
by the Community Relations Director,
Business Office Director, Resident Service
Director and the Executive Director by
random audit on an ongoing basis.

E. The date of correction is March 1, 2009.
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Y 280 Continued From page 8
pag Y 280 Y878 -449.2742 Medication / Change
Order
A. Residents 2,3.4.7,8,9,11,12,13,15,16,and
18 have had their doctors orders compared
to their Medication Administration Records
and audited by RN, Pharmacist, Resident
Care Director and Executive Director.
Necessary corrections have been made.
. . . B. Current resident charts, medication orders
This Regulation is not met as evidenced by: and medication administration records have
Surveyor: 27469 Rbg;n augited Dby an RN, gill;annacist,
Bas : ; . - esident Care Director and Executive
fail Zd on 1nt§N|ew and recotd review, the fac[hty Director. Comparisons have been made from
ailed to provu;lg a quarterly dietician consultation orders to medication administration records.
report and training to the staff for 1 of 4 quarters Any discrepancies will be corrected. An in-
{April 2008). service will be held for licensed nurses
resident charts, medication orders and
Sev erity: 1 Sc ope: 3 medication administration records on 2-239—
Y 859 g i Lo C. The Resident Care Director or designee is
449.274(5) Periodic Physical examination of a Y 859 responsible for transferring new orders to

S$5=E| resident

NAC 449.274

5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident's physician.

This Regulation is not met as evidenced by:
Surveyor: 27469

Based on record review on 1/29 and 1/30/09, the
facility failed to ensure that 5 of 20 residents
received a physical prior fo admission (Resident
#4, #9, #14, #15 and #19).

the medication administration record. The
medication systems are to be monitored by
randorn audits on an ongoing basis
performed by the Resident Care Director,
Executive Director or designee.

D. The date of correction is March 1, 2009,

Y449.2742(7) Medication / Resident

Refusal
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Y 859 ! Continued From page 9 Y 859 A. Residents 2,3,4,7,8,9, 11, 12, 13, 14,
; 15, and [8 have had their medication
. administration records audited by the RN,
Severity: 2 Scope: 2 Pharmacist, Resident Care Director and
Executive Director. Investigation as to why
L the medications were refused or not given
Y 878 449.2742(6)(a)(1) Medication / Change order Y 878 has been conducted.
8S8=F
B. Medication administration records have
been reviewed. Med techs have been in-
serviced 1-16-0% on the 6 rights to a proper
NAC 449.2742 medication pass and what to do when or if a
6. Except as otherwise provided in this resident refuses or misses a medication.
subsection, a medication prescribed by @ C. Medication administration records will be
. . “ . Tds Wl
physician must be administered as prescribed by review by the Residemc;:c Director
the physician. l_f a physm!an _orders achange in Executive Director or designes by random
the amount or times medication is to be audits on an ongoing basis. Random
adm|nlstered foa res|dent: observations of med passes will be
. . T conducted by the Resident Care Director,
() The Car.eQNer responsilble' for assisting in the Executive Director, Pharmacist and designee
administration of the medication shall: on an ongoing basis.
(1) Comply with the order.
D. The date of correction is March 1, 2009.
X 449.2749(1)(E) Resident File
A, Residents 4, 2,11, 15, 17, 19 and 20 have
been re-issued initial 2 step TB tests.
This Regylatlon is not met as evidenced by: B. Resident charts have been reviewed and
Surveyor: 27469 i ) ) TB test dates have been noted. Residents
Based on record review and interview on 1/29 that have chest Xrays have the necessary
and 1/30/09, the facility failed to ensure that 13 of annual documentation in place. Resident
20 residents received medications as prescribed B tests will be given upon admission.
(Resident #2, #3, #4, #7, #8, #9, #11, #12, #13, C. A new resident check off ist will be used
#14, #15, #16 and #18). to track documentation of TB information
An in-service was held 2-23-09 to educate
i i staff on TB test and refated information
-Sr::“f “;_as a repeat deficiency from the 1/16/08 D. Resident TB tests and X-Rays will be
ale Licensure survey. monitored through random audits preformed
by the Resident Care Director, Executive
Severity: 2 Scope: 3 Director or designee on an ongoing basis.
o . E. The date of correction is March 1, 2009,
Y 883 449.2742(7) Medication / Resident Refusal Y 883
SS8=F
NAC 449.2742

STATE FORM
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NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Surveyor: 27469

Based on record review on 1/29 and 1/30/09, the
facility failed to ensure that 7 of 20 residents

E. The date of correction is March 1, 2009.

(x4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (*8)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 883| Continued From page 10 Y 883 Y938 - 449.274%1 1) Resident File
7.1 a remdgnt refuses_,, or other\lee.rtjtsses, and A Resident#4,5, 8,9, 13, & 15's
adrp_lnlstrgtlpn of medication, a physumgn must be assessments have been updated to address
notified within 12 hours after the dose is refused current needs and preferences.
or missed. ) ,
B. Current resident’s assessments will be
reviewed for current
needs and
preferences,
Assessment will be updated for any
concems.
This Regulation is not met as evidenced by: C. Resident preferences, care needs, and
Surveyor: 27469 interventions for current risks to resident’s
Based on interview and record review, the facility health and safety will be gagheretlh dtgmg
failed to ensure the physician was notified for initial assessment and placed on ep]?
mlsse_d medications for 13 of 20 residents In-service will be held for staff regarding
((Resident #2, #3, #4, #7 #8, #9, #11, #12, #13, pre-assessments on 2-23-09
#14, #15, #16 and #18), _
D. Resident pre assessments will be
Severity: 2 Scope: 3
) monitored through random audits preformed
Y 936/ 449.2749(1){e) Resident file Y 936 by the Resident Care Director, Executive
§S=F Director or designee on an ongoing basis.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:
(@) An evaluation of the resident’s ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shall prepare
such an evaluation:

(1) Upon the admission of the resident.

This Regulation is not met as evidenced by:
Surveyor; 27469

Based on record review on 1/29 AND 1/30/09, the
facility did not perform an evaluation on 6 of 20
residents for their abilities to perform the activities
of daily living (ADL) upon admission to the facility
(Resident #4, #5, #8, #9, #13 and #15).

A. BUILDING
B. WING
NVS1774AGC 01/30/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3025 E RUSSELL ROAD
LOYALTON OF LAS VEGAS LAS VEGAS. NV 89120
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
¥ 936 | Continued From page 11 Y 936
complied with NAC 441A.380 regarding
tuberculosis (Resident #4, #9, #10, #11, #15,
#17, #19 and #20) which affected all residents.
Severity: 2 Scope: 3 »
Y1001 - 449.2758(1) Training
Requirements
Y 938 449.2749(1)(g)(1) Resident file Y 938

A. Employees 7, 8, and 9 will be receiving
their 8 hours of training related to the care of
the elderly and disabled on February 19™
and 20%

B. Personnel files have been audited to
ensure that necessary training is obtained in
a timely manor, Two 8 hour classes will be
given on February 19th and 20™ 1o ensure
employees have the necessary training
hours.

C. The Business Office Director was in-
serviced 2-16-09 on tracking new employee
paperwork that includes on going training
requirements.

D. Employee training checks will be
monitored by random audits performed by
the Business Director, Executive Director or
designee.

E. The date of correction is March 1, 2009.

STATE FORM
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NAC 4492758

1. Within 60 days after being employed by a
residential facility for elderly or disabled persons,
a caregiver must receive not less than 4 hours of
training related to the care of those residents.

2. As used in this section, " residential facility for
elderly or disabled persons " means a residential
facility that provides care to elderly or disabled
persons who require assistance or protective
supervision because they suffer from infirmities
or disabilities.

This Regulation is not met as evidenced by:
Surveyor: 27469

Based on record review on 1/29 and 1/30/09, the
facility failed to ensure that a minimum of 4 hours
of training related to the care of elderly and
disabled residents was received within 60 days of
hire by 3 of 10 employees (Employee #7, #8 and
#9).

Severity: 2 Scope: 2

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
¥ 938 Continued From page 12 Y 938 ‘
" . Y1036 - 449.2768(1)(2}(2) Dementia
Severity: 1 Scope: 2 Training ‘
. . A. Employees 2 and 3 are receiving 8 hours
\8(18 0(&1 449.2758(1) Training Requirements Y1001 of dementia training on February 19% and
= 20

B. Personnei files have been audited to
ensure that necessary dementia training is

obtained in a timely manor. Two 8 hour
classes will be given on February 19th and
20" to ensure employees have the necessary
training hours

C. The Business Office Director was in-
serviced 2-16-09 on tracking new employee
paperwork that includes on going dementia
training requirements.

D. Employee dementia training checks will
be monitored by random audits performed
by the Business Director, Executive Director
or designee.

E. The date of corection is March i, 2009,

STATE FORM
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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449.2768

1. Except as otherwise provided in subsection 2,
the administrator of a residential facility which
provides care to persons with any form of
dementia shall ensure that;

(a) Each employee of the facility who has
direct contact with and provides care to residents
with any form of dementia, including, without
limitation, dementia caused by Alzheimer zs
disease, successfully completes:

{2) In addition to the training requirements set
forth in subparagraph (1), within 3 months after
such an employee is initially employed at the
facility, at least 8 hours of training in providing
care to a resident with any form of dementia,
including, without limitation, Alzheimer zs
disease.

This Regulation is not met as evidenced by:
Surveyor: 27469

Based on record review on 1/29 and 1/30/09, the
facility failed to ensure that a minimum of 8 hours
of training related to the care of residents
diagnosed with Alzheimer's was received within
90 days of hire for 2 of 10 employees (Employee
#2 and #3).

Severity: 2 Scope: 1
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. |
Y1036 | Continued From page 13 Y1036
Y1036| 449.2768(1)(a)(2) Dementia Training Y1036
$8=D

STATE FORM

6809

NGUX11

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

ff continuation sheet 14 of



